The introduction of the end to end anastomotic stapling device into oesophageal surgery has reduced the mortality and morbidity associated with oesophageal resection, mainly owing to a reduction in the incidence of anastomotic leak.' Our previous report on the first 30 consecutive patients using this device documented the safety and efficacy of the technique,2 and we now report the results of the first 100 consecutive patients undergoing oesophagogastrectomy with the end to end anastomotic stapler.
Methods
From January 1980 to April 1984 100 patients underwent oesophageal resection, of whom 65 were men. The mean age was 63 years (range 41-83), but 22 patients were over 70 years ofage. Carcinoma was the indication in 88 patients and benign stricture in 12. Of the malignant lesions 34 were located in the middle third of the oesophagus, 27 in the lower third, and 27 mainly in the cardia with oesophageal extension.
The Preoperative care consisted primarily of ensuring optimum pulmonary function with chest physiotherapy and, when indicated, antibiotics or bronchodilators or both. Parenteral nutrition was not used routinely before or after operation. Chest drains were removed on the first or second day. A nasogastric tube was left in place until the aspirates were minimal. Water was started by mouth on the fourth day and the diet rapidly advanced thereafter. Early mobilisation was encouraged.
Results
Eight patients died within 30 days of operation-four from respiratory failure, two from adrenal failure, one from massive pulmonary embolism, one from dehiscence of the gastrotomy suture line. All surviving patients were having a solid diet when discharged from hospital. There were no clinically apparent anastomotic leaks.
Dehiscence of the gastrotomy suture line occurred in three patients. Two of these patients were initially managed with pleural drainage and feeding jejunostomy, followed by successful surgical closure of the fistula. The third patient was also managed conservatively but succumbed to pneumonia on the fourth postoperative day.
Three Benign anastomotic stricture has been reported after both sutured (incidence 2.3-10%)o11 and stapled (average incidence 7%) anastomoses (table). In our series the incidence was 8%. One patient had to undergo reoperation for resection of the stricture. In the remaining patients the strictures were soft and responded well to bouginage.
Instrumental malfunction occurred twice during the early part of the series. On both occasions, although the staples were fired satisfactorily, the knife failed to cut the central core of tissue adequately. In one patient the device could be withdrawn only after cutting the central core of tissue manually through the gastrotomy incision. In the other patient the excess residual tissue had to be removed endoscopically when the patient developed dysphagia after operation. This patient later developed a tight stricture at the anastomotic site and is the one who required a further resection seven months later.
